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UNCONVENTIONAL MENTAL HEALTH TREATMENT: REEXAMINING THE
RACIAL DISPARITY IN TREATMENT SEEKING BEHAVIOR

by
Meghan L. Mills
University of New Hampshire, September, 2010

Using 2005-2007 pooled data from the National Survey on Drug Use and Health
(NSDUH), this thesis examines how race affects the type of mental health treatment ught
by adults. This research examines whether a more inclusive definition of mental health
treatment that incorporates unconventional mental health treatment may partially account
for this disparity in treatment seeking behavior. Specifically, by including and
differentiating between "formal" and "informal" complementary and alternative medicine
(CAM) as types of unconventional mental health treatment, it was hypothesized that the
greater use of "informal" CAM (i.e. seeking help from a religious or spiritual advisor or
friend or family member) by blacks will reduce this racial disparity. Findings suggest that
although blacks are more likely to use informal CAM, accounting for the use of
unconventional mental health treatment does not decrease the racial disparity in treatment
seeking behavior.

IX

Introduction

Using pooled 2005-2007 data from the nationally representative National Survey
on Drug Use and Health (NSDUH), this thesis considers how race affects the type of
mental health treatment sought by adults. Although extensive research has examined the

racial disparity in receiving appropriate mental health treatment and potential
explanations for such disparity, very little research has comprehensively examined the
use of both conventional and unconventional mental health treatment. Using a more
inclusive definition of mental health treatment, the main aim of this research is to

determine whether the racial disparity between blacks and whites in seeking mental
health treatment can be partially explained by blacks' higher use of unconventional
mental health treatment.

As the definition of unconventional mental health treatment greatly varies, this
thesis will make a crucial distinction between "formal" and "informal" complementary

and alternative medicine (CAM) as a type of unconventional treatment. "Formal CAM"
will be defined as seeking unconventional mental health treatment from a professional

that requires payment and "informal CAM" as seeking unconventional mental health
treatment from a spiritual or religious advisor and/or friend or family member. Research

consistently suggests blacks face greater financial barriers to seeking needed mental
health treatment (McAlpine and Boyer 2008; Ojeda and Bergstresser 2008; Thoits 2005;
Schnittker 2003; U.S. DHHS 2001) and "formal CAM" is often quite expensive and not

covered by even the most comprehensive insurances, whereas informal CAM does not
require payment (Barnes et al. 2008; Unutzer et al. 2000; Druss and Rosenheck 1999;
Eisenberg et al. 1998; Bauseil et al. 2001). This coupled with the importance of family
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and religion in the black community (Maison 1982; Jaynes and Williams 1989; Hill
1999; Chatters et al. 2002) is why this thesis will examine whether the use of "informal
CAM" may partially account for the racial disparity in seeking appropriate mental health
treatment.

Specifying the types of treatment that are most utilized by racial minorities is
crucial in designing policy regarding effective and inclusive mental health treatments for
patients from diverse backgrounds. It is important that mental health treatments are
equally accessible and appealing to those who need them since the unequal access and
use of these services may only work to further disadvantage racial minorités.
I. Literature Review

Racial Disparities in Conventional Mental Health Treatment
Current research consistently indicates that blacks are less likely than whites to
seek mental health treatment when needed and are more likely to report unmet need for

mental health services (McAlpine and Boyer 2008; McGuire and Miranda 2008; Ojeda
and Bergstresser 2008; Wang et al. 2005; U.S. DHHS 2001). This racial disparity
remains even when controlling for financial resources and the severity of mental illness
(McAlpine and Boyer 2008; Ojeda and Bergstresser 2008; Thoits 2005; Schnittker 2003;
U.S. DHHS 2001). Interestingly, despite blacks' higher rate of poverty and their status as
an oppressed racial minority, they report lower levels of mental disorders than whites;
however, blacks are more likely to report more severe and numerous symptoms. It is
often hypothesized this is due to their avoidance and/or delay of seeking appropriate
mental health treatment (McAlpine and Boyer 2008; McGuire and Miranda 2008; U.S.
DHHS 2001, Lefley 1999). Emerging research suggests that blacks are more likely to
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receive inadequate care and end treatment prematurely when they do seek treatment. This
may only further increase the actual racial disparity in treatment seeking behavior
(Alegría et al. 2008; McGuire and Miranda 2008; U.S. DHHS 2001).
The most commonly proposed, yet vague, explanation used to account for this
disparity is cultural differences. It is argued that the symptoms of mental illness are

experienced, displayed and defined differently cross-culturally (McGuire and Miranda
2008; Snowden and Yamada 2005; U.S. DHHS 2001). Also, there is an extensive history

of sociological research focused on racial minorities and their mistrust and skepticism of
"white medicine." Research has repeatedly found that blacks are often distrustful of white

physicians and the medication they prescribe, especially with regards to mental health
treatment (McGuire and Miranda 2008; Schnittker 2003; U.S. DHHS 2001). This is often

in part attributed to the infamous 1932 Tuskegee Syphilis Study (Thomas and Quinn
1990). Using data from the 2007 NSDUH and consistent with previous research, Ojeda

and Bergstresser (2008) found that a combination of "psychosocial barriers" such as
stigma avoidance, negative attitudes toward treatment and a mistrust and/or fear of the
system, in part, explains the decreased likelihood of blacks seeking the appropriate
treatment. Although the present thesis does not address why blacks are less likely to seek
mental health treatment, the idea of cultural differences is crucial in understanding why

different races may be more likely to use certain types of treatment (McGuire and
Miranda 2008; Snowden and Yamada 2005; U.S. DHHS 2001).

Although numerous studies have been conducted to determine whether these

racial disparities exist and why, past research has failed to comprehensively examine both
conventional and unconventional types of mental health treatment. Hence, to date,
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research has been limited in providing an understanding of which treatments are more
likely to be used by certain racial groups and which types of treatments increase or
decrease the overall racial disparity in the use of mental health treatment. This thesis will
use a more inclusive definition of mental health treatment in an attempt to determine if

this in part can account for racial differences in its use.
Psychotropic Medication

Although a type of conventional mental health treatment, this thesis also
separately examines the use of medication to order to more clearly understand racial
difference in the type of mental treatment sought. Racial disparities in treatment are
especially great when only considering the black and white use of psychotropic
medication (Paulose-Ram et al. 2007; Schnittker 2003). Research has consistently found
that blacks are less likely to receive a prescription for or use psychotropic medication
(Gonzalez et al. 2008; Chen and Rizzo 2008; Paulose-Ram et al. 2007; Schnittker 2003).
This is especially problematic when considering that psychiatric medication is currently
the most commonly used type of conventional mental health treatment ("NSDUH Report:
Major Depressive Episode" 2009; "NSDUH Report: Serious Psychological Distress"
2008). Using data from the 1998 General Social Survey (GSS), Schnittker (2003) found
that compared to whites, blacks are less likely to report a willingness to either use
psychiatric medication themselves or administer it to their children. Additionally,
Similarly, Chen and Rizzo (2008) found that whites spend more on anti-depressants and
have a higher rate of utilization than blacks. Also, blacks are more likely to use generic
and older medications (Chen and Rizzo 2008).
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Research indicates that blacks may be especially skeptical and hesitant about the

use of psychotropic medication due to a lack of knowledge about their effectiveness and a
more readily accepted cultural belief that psychotropic medication is dangerously
"experimental" or "mind-altering" (Lawson 1996; Schnittker 2003). Likewise, the
greater importance of religion in the black community may also explain blacks'
decreased willingness to use psychotropic medication as blacks are more likely to believe
mental illness can only be "treated" through divine intervention and the use of "mind
altering" medication may hinder true spiritual healing (Cooper-Patrick et al. 1997;
Billingsley 1999; Schnittker 2003). Therefore, this thesis will focus on comparing
different conventional and unconventional mental health treatments in order to see if

blacks' higher use of unconventional mental health treatment can in part account for this
racial disparity in the use of psychotropic medication.
Unconventional Mental Health Treatment

Complimentary and Alternative Medicine Although the definition of complementary
and alternative medicine (CAM) is open to some debate, for the purposes of the present
thesis, CAM is defined as "a group of diverse medical and health care systems, practices,
and products that are not generally considered to be part of conventional medicine"
(National Institutes of Health 2007). CAM can include anything from the use of
acupuncture, chiropractic care, herbal therapy, massage therapy, participating in a
support-group to seeking help from a religious advisor or family members (Barnes et al.
2008). It is important to note that the effectiveness of most CAM has not been established
or in some cases, even evaluated, by the Food and Drug Administration (FDA) or peerreviewed medical journals; therefore, its medical usefulness can not be compared to that
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of conventional medicine (National Institutes of Health 2007; Angeli and Kassirer 1998).
This thesis makes a unique contribution by distinguishing between "formal CAM,"
seeking mental health treatment from a professional that requires payment and "informal
CAM," seeking mental health treatment from a spiritual or religious advisor or friend or
family member. Complementary medicine is treatment that is used alongside of
conventional medicine whereas alternative medicine is used in lieu of conventional

medicine. For this thesis, complementary and alternative medicine will be combined
since the use of only alternative medicine is relatively uncommon (National Institutes of
Health 2007; Druss and Rosenheck 1999;.

It appears that the number of people using CAM for any reason, including for
mental health has greatly increased since the early 1990s. It is predicted that the use of
CAM will continue to increase as insurance companies continue to expand their coverage

and include more and more CAM procedures (Barnes et al. 2008; Eisenberg et al. 1998).
The most recent estimate for any use of CAM is approximately 40% of adults in the
US—60% when including "prayer for health reasons" as a type of CAM. Most of the
variability between studies depends on sample size and the type of medical interventions
considered as CAM (Barnes et al. 2008; Barnes et al. 2004; Eisenberg et al. 1998).
Although Barnes et al. (2008) found that the use of CAM increases with the number of
health conditions and conventional medical visits, their research also concluded that 1 in

5 adults with no medical condition report using CAM; hence, it is clear that CAM is also
used to promote and maintain health instead of just treating existing illnesses (Barnes et
al. 2008).
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Complementary and Alternative Medicine as a Type of Unconventional Mental
Health Treatment Research indicates that one of the main reasons reported for the use

of CAM is anxiety and depression (Barnes et al. 2008; Eisenberg et al. 1998). In fact,
Kessler et al. (2001) found that CAM is used more than conventional therapy among

people who report suffering from severe anxiety and/or depression. According to Unutzer
et al. (2008), among those who reported the use of CAM, 21% met the diagnostic criteria
for having a mental illness but only 15% reported using it as a type of mental health
treatment. Also, more respondents who used CAM as a type of mental health treatment
met the diagnostic criteria for having a mental disorder as compared to those who did not
(Unutzer et al. 2008).

Formal CAM Research has consistently determined that those who utilize "formal"
CAM for any reason are most often middle age white females (Barnes et al. 2008;
Bausell et al. 2001; Unutzer et al. 2000). As currently most CAM procedures are not

covered by health insurance, especially public health insurance, it is not surprising that
CAM users are more likely to have higher levels of education and income. Also, as
compared to users of conventional medicine only, they are more likely to report more
negative physical and mental well-being (Barnes et al. 2008; Bausell et al. 2001; Unutzer
et al. 2000; Druss andRosenheck 1999; Eisenberg et al. 1998). However, with regards to
race, Barnes et al. (2004) interestingly found that blacks are more likely to use any type
of CAM when including prayer, but when excluding prayer, this finding is reversed. This
indicates that blacks may have a much higher rate of reliance on religion as a means of
CAM. Hence this thesis makes a valuable contribution by distinguishing between
"formal" and "informal" CAM.
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Informal CAM There is a well-established body of theory and research regarding the
increased importance of family including extended family and fictive kin for blacks as

compared to whites (Maison 1982; Billingsley 1992; Martin and Marin 1995; Hill 1999;
Chatters et al. 2002). Also, research has been clear regarding the prominence and

importance of religion and the church for the black community (Jaynes and Williams
1989; Taylor and Chatters 1991; Billingsley 1999; Chatters et al. 2002). Hence, the

importance of family and religion in the black community along with research that
consistently suggests the blacks often avoid seeking needed mental health treatment due
to financial barriers (McAlpine and Boyer 2008; Ojeda and Bergstresser 2008; Thoits
2005; Schnittker 2003; U.S. DHHS 2001) may result in blacks being more likely to seek
"informal" CAM as a type of mental health treatment.

Although numerous studies have considered "informal" treatment types such as
seeking help from a religious or spiritual advisor or a friend or family member as a type
of CAM (Barnes et al. 2008; Eisenberg et al. 1998), no previous research has made the
distinction between and separately examined "formal" and "informal" CAM. Therefore,

only limited and contradictory research has addressed the topic of race and the use of
"informal" CAM as a type of mental health treatment. Regier et al. (1993) highlights the

importance of and benefits of the reliance on family, friends and religious advisors,
referring to them as a "de facto mental health system." They found that among those who
sought any type of treatment, 27% of respondents reported turning to family and friends
and 9% reported turning to a religious advisor as a type of mental health treatment

(Regier et al. 1993). Woodward et al. (2008) found that 41% of blacks with a diagnosable
mental disorder used both professional and informal support and 23% used informal
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support only. With regards to the use of religion as a means of informal mental health
treatment, in their interviews of southern churches, Blank et al. (2002) found that black

churches were significantly more likely to report offering supportive mental health
services to their clergy than were white churches.

On the other hand, contrary to well-established theory and all other research
regarding blacks and their stronger reliance on religion and family, Snowden (1998)
found that blacks are less likely than whites to report turning to a friend, family member,
or religious advisor for mental health support. His study also concluded that even when
blacks report the use of informal mental health treatment, they use it in conjunction with,
not as a substitute for, professional mental health treatment (Snowden 1998). It is
important to examine this issue using more recent data as the public recognition of
informal CAM as a means of unconventional mental health treatment is a relatively

recent phenomenon (arising around the mid-1990s) (Barnes et al. 2008; Eisenberg et al.
1998).

Unfortunately, despite the established importance of considering cultural
differences in helping to alleviate the racial disparity in mental health treatment (Horwitz
2002; McGuire and Miranda 2008), current research has not effectively examined racial
differences in the use of unconventional mental health treatment as compared to the use
of conventional mental health treatment and this thesis will attempt to do this. In

particular, it will examine whether the disparity between blacks and whites in seeking
mental health treatment can be explained in part by blacks higher use of informal CAM.
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Other Factors in Treatment Seeking Behavior

Sex Research in the sociology of mental health has found that males are less likely to
seek treatment and take psychotropic medication (Ojeda and Bergstresser 2008; AlbizuGarcia et al. 2001; Thoits 2005). However, research has indicated that the relationship

between mental health treatment and gender may be more complex than originally
thought as men appear to seek mental health treatment at higher levels of mental distress
than women, often after suffering with mental illness for a longer period of time (AlbizuGarcia et al. 2001). Social stigma (Wang et. al 2005) and other psychosocial barriers such
as negative attitudes towards treatment and mistrust and/or fear of the system are often
reasons proposed to explain the lower likelihood of the utilization of mental health
services by males (Ojeda and Bergstresser 2008). Also, as theorized by Pescosolido and
Boyer (1999), women may be more likely to seek mental health treatment because they
are more likely to "recognize, acknowledge, or report psychiatric symptoms" and there
may be "gender biases in the measures used or in the judgments of clinicians" (398).
However, little or no research has examined how sex affects the type of mental health
treatment sought.

Also, it appears that there may be an interaction between sex and race in
explaining differences in mental health treatment seeking behavior. Research has
consistently found that white females are most likely to seek all types of mental health
treatment, followed by white males, then black females, and finally, blacks males, who
are least likely to seek treatment (Wang et al. 2005; Ojeda and McGuire 2005; Ojeda and
Bergstresser 2008). Although the main focus of this thesis is on race, not sex, this thesis
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will examine how sex may moderate the relationship between race and the type of mental
health treatment sought.

Age Overall, research conclusively indicates that as compared to young and elderly
adults, middle age adults (approximately aged 40-60) are more likely to seek mental
health treatment when needed ("NSDUH Report: Major Depressive Episode" 2009;
Keyes et al. 2008; "NSDUH Report: Serious Psychological Distress" 2008;Wang et al.
2005). When separately examining unconventional mental health treatment, this inversed
U-shaped relationship remains with middle age adults being most likely to report the use
of treatment (Barnes et al. 2004; Bausell et al. 2001; Unutzer et al. 2000). Hence, for the
purposes of this thesis, it is important to adjust for age when examining the relationship
between race and treatment seeking behavior.

Severity of Psychological Distress Those with chronic mental illnesses that interfere
with their daily life are more likely to seek mental health treatment. Those with more
"frequent, visible, or severe" symptoms are more likely to be labeled as mentally ill and
"come to the notice of social control agents" (Thoits 2005: 104; Scheff 1974). Ironically
this is not as strong of a predictor as one would think. The majority of people with a
diagnosable mental disorder do not seek treatment and many people without a

diagnosable illness do seek help (McAlpine and Boyer 2008). Recent estimates from the
National Comorbidity Survey Replication (NCS-R) show that among respondents who
needed them, only 41% received any mental health services in the past year (Wang et al.
2005). Similarly, analyses of the 2007 NSDUH conclude that more than one-third of
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adults experiencing depression ("NSDUH Report: Major Depressive Episode" 2009) and
more than half of adults experiencing serious psychological distress (SPD) did not
receive treatment ("NSDUH Report: Serious Psychological Distress" 2008). Even among
those with serious mental disorders such as schizophrenia or bipolar disorder, it is

estimated that only three-fifths receive treatment (McAlpine and Mechanic 2000).
Pickett et al. (1999) argues that those with more severe mental illnesses are more
likely to be hospitalized or receive other types of inpatient care in conjunction with
psychiatric medication. On the other hand, those with less severe mental illnesses are
more likely to receive psychiatric medication only or other types of outpatient care,
especially therapy. Although adjusting for the severity of mental illness is important,
prior research has found it does not affect the racial disparity in the use of mental health
treatment (McAlpine and Boyer 2008; Ojeda and Bergstresser 2008; Thoits 2005;
Schnittker 2003; U.S. DHHS 2001). However, the type of mental illness blacks and
whites are diagnosed with often vary. Overall, it appears that blacks are more likely to be
diagnosed with schizophrenia and whites with depression and substance abuse (Williams
and Harris-Reid 1999). Hence, this thesis will control for the severity of psychological

distress so as to separate these affects from those that can be more directly attributed to
race. Likewise, it will examine whether the severity of psychological distress mediates
the relationship between race and mental health treatment seeking behavior.

Whether Treatment is Voluntary According to traditional labeling theory, those of
lower status groups should be overrepresented among those that have received treatment
against their will because "individuals who lack social power, status, or resources
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relative to the agents of social control are more likely to be categorized as deviant"
(Thoits 2005: 102, Scheff 1974). Therefore, racial minorities should be more likely to be
coerced into mental health treatment. However, current research regarding these findings

are mixed; as Thoits (2005) concluded, blacks have a lower rate of seeing a professional

against their will as compared to whites. Similarly, even when examining all three major
mental health surveys: the Epidemiological Catchment Area Study (ECA), the National
Comorbidity Survey (NCS) and the National Comorbidity Survey Replication (NCS-R),
Thoits and Evenson (2008) found no support for traditional labeling theory. However,
other research indicates that blacks, especially young black males, are more likely to be
coerced or involuntary forced into inpatient mental health treatment (Snowden et al.
2009; Takeuchi and Mang-King 1998). Therefore, regardless of whether or not racial
minorities have higher rates of involuntary commitment, the present thesis will adjust for
the affects of involuntary commitment so as to more accurately examine racial
differences.

Health Insurance & Socioeconomic Status Research regarding mental health treatment
differences by socioeconomic status has consistently found that those with less education
and lower incomes are less likely to receive the appropriate treatment ("NSDUH Report:

Major Depressive Episode" 2009; "NSDUH Report: Serious Psychological Distress"
2008; McAlpine and. Boyer 2008; Wang et al. 2005). Often financial barriers including
access to health insurance are provided as explanations for the racial differences in
treatment seeking behavior. However, it appears that even when controlling for financial
barriers, clear racial differences remain (McAlpine and Boyer 2008; Ojeda and
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Bergstresser 2008; Thoits 2005; Schnittker 2003; U.S. DHHS 2001). The issue of
socioeconomic status and health insurance coverage are especially important with regards
to unconventional treatment. Some types of unconventional treatment tend to be
expensive and are often not covered by even the most comprehensive insurances,
whereas more informal methods such as consulting a spiritual or religious advisor or

friend or family member do not require payment (Barnes et al. 2008; Unutzer et al. 2000;
Druss and Rosenheck 1999; Eisenberg et al. 1998; Bauseil et al. 2001). Hence, as blacks
are more likely to have lower incomes and not have health insurance, it is crucial to
control for these factors (Cohen and Hanyu 2004).
II. Specific Aims

This thesis will employ a more inclusive definition of what constitutes mental
health treatment than has been typical in this area of research. By including both formal
and informal sources of conventional and unconventional treatment, this study aims to

increase our understanding of racial difference in treatment while also considering other
key factors in treatment seeking behavior—sex, socio-economic status, health insurance,
severity of psychological distress, and whether treatment is voluntary. In order to
determine whether the use of unconventional mental health treatment can partially

account for the racial differences in the seeking of mental health treatment, this thesis
will address the following research questions: (1) Does including informal CAM as a
type of mental health treatment partially explain the racial disparity in treatment seeking
behavior? (2) Among those who seek any type of treatment, how does race affect the type
of mental health treatment sought when considering different types of conventional and
unconventional treatment? and (3) Does sex moderate the relationship between race and
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the type of treatment one seeks? I hypothesize that blacks will still be less likely to report
seeking any type of mental health treatment, but more likely to report the use of informal
CAM when controlling for all other factors.
III. Methods

The National Survey on Drug Use and Health (NSDUH), sponsored by the
Substance Abuse and Mental Health Service Administration (SAMHSA), is an annual

survey of a representative sample of the noninstitutionalized United States over the age of
12 that focuses on drug use and mental health. This thesis pooled data from 2005-2007 to
ensure the largest possible sub-sample of blacks when examining CAM as a type mental
health treatment; this can be easily done as each year is an independent, nationally
representative, cross-sectional survey. Also, the 2005 NSDUH is the first survey in a
coordinated 5-year sample design (2005-2009) which relies on a 50 percent overlap in
second-stage units (area segments) between successive years. For this reason, this thesis
only examines currently available post-2004 NSDUH surveys. A final survey weight was
calculated to account for sampling and individual nonresponse bias as well as the pooled
research design to further ensure the sample is as representative of the targeted
population as possible. These survey weights are used in all analysis in this thesis. The
data analysis was conducted with STATA 1 1/IC using bivariate analysis and logistic
regression. Logistic regression is most appropriate due to the dichotomous categorical
nature of the dependent variables (Hamilton 1992).
The total number of observations available in the public use data used in this
thesis and the corresponding response rates for are: 2005, 55,905 observations with a
response rate of 91%, 2006, 55,905 observations with a response rate of 91%, and 2007,
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55,435 observations with a response rate of 89.5%. Because this research design requires
a focus on mental health treatment questions and measures of psychological distress that
were only asked of adults, only an adult (18 and older) sub-sample is used. Additionally,
as the focus of this thesis is on white and black differences only, the sample is further

limited to non-Hispanic whites and non-Hispanic blacks. Eliminating cases with missing
data for any of the variables used in this analysis, a final "full sample" of 84,929
observations is used. Some analyses examine a subsample of respondents who meet the
criteria for serious psychological distress, a "SPD sample" of 12,846 observations.
Additionally, another subsample is used of those respondents who report seeking any
type of mental health treatment within the last year, a "treatment sample" of 16,785
observations. Whereas the "full sample" is used to understand racial differences in
treatment seeking behavior among a nationally representative sample, the "SPD sample"
is used to examine those who have clinically significant symptoms and are most in need
of treatment (Furukawa et al. 2003) and the "treatment sample" is used in order to better
understand racial differences in the type of treatment sought among those who report
seeking treatment.
The NSDUH was selected because although its main focus is on illegal drug use,

it is the only nationally representative survey that includes questions regarding different
types of mental health treatment, most importantly, questions regarding the use of
unconventional treatments and psychiatric medication ("2007 National Survey"). Access
to the data was granted through the University of New Hampshire and the InterUniversity Consortium for Political and Social Research (ICPSR). This research was
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reviewed and approved by the University of New Hampshire's Institutional Review
Board for the Protection of Human Subjects in Research (IRB).
IV. Measures

Demographic Variables The independent variable in this thesis, race, is a dichotomous
variable coded as 1 "nonhispanic black" and 0 "nonhispanic white." Sex is similarly a
dichotomous variable with males coded as 1 and females as 0. Respondent age is

measured by five age categories: 18-25, 26-34, 35-49, 50-64 and 65 and older.
Additionally, socioeconomic status is measured using two survey questions regarding
education and total family income. Education is measured with four categories: less than
high school, high school, some college and college education. Family income is
measured with seven categories: less than $10,000, $10,000-$19,999, $20,000-$29,999,
$30,000-$39,999, $40,000-$49,999, $50,000-$74,999 and $75,000 or more.

To account for whether respondents have health insurance, this thesis will use a
yes/no dummy variable created using a combination of questions regarding whether
respondent is covered by public health insurance—Medicare, Medicaid, CHIP, Tricare,
Camphus, Campva, VA, or Military insurance—or private health insurance where
1 respondent is covered by some type of health insurance and 0=respondent is not
covered by any type of health insurance.

Severity of Psychological Distress Severity of psychological distress is measured by the
self-administered K6 Serious Psychological Distress (SPD) questionnaire. The K6
screening scale uses six questions regarding the extent of psychological symptoms the
respondent has experienced "during a month in the past year when he or she was at his or
her worst emotionally." Respondents can score anywhere from 0 to 24 on the scale with
17

adults having a score of 13 or higher being classified as having serious psychological
distress ("2007 National Survey," E. 1). The K6 scale has been found to be a reliable and
accurate measure of varying degrees of DSM-IV mood or anxiety disorder among diverse
populations (Furukawa et al. 2003).

Whether Treatment is Voluntary When questioned regarding how they were prompted
to seek mental health treatment, respondents who reported they "decided on my own to
get treatment" and "got treatment because someone else thought I should" are coded as
1= having sought treatment voluntarily. Those respondents who reported they were
"ordered to get treatment" are coded as 0=having involuntarily received treatment. Those
who did not report seeking mental health treatment within the past year legitimately
skipped this question and are coded as "not having sought treatment." Unfortunately, due
to issues of colinearity with the dependent variables, adjusting for involuntary treatment
was only possible in the treatment sample.
Treatment Type The dependent variables in this thesis are three types of nonexclusive
mental health treatment: the use of conventional treatment (excluding the use of

psychotropic medication), the use of psychotropic medication, and the use of CAM
treatment. Respondents are classified as having sought conventional mental health
treatment if they reported they had either received conventional outpatient (excluding the
use of psychotropic medication only) or inpatient care at least once in the past year.
Although the use of psychotropic medication is considered a type of conventional mental
health treatment, for the aims of this thesis, it will be examined separately.

What is classified as a type of CAM sought for mental health treatment will be
limited to those questions included in the 2005-2007 NSDUH. Respondents were given a
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list of alternative CAM providers including acupuncturist, chiropractor, herbalist,
massage therapist, religious advisor and other source of alternative mental health
treatment (which is where respondents could identify the use of friends and family
members) and asked whether they received "any of these alternative treatments in the
past 12 months for their emotions, nerves or mental health." Respondents who report
seeking mental health treatment from a religious or spiritual advisor or friends or family
members are classified as having sought "informal" CAM; respondents who report
seeking all other types of CAM are classified as having sought "formal" CAM. For all
types of treatment—conventional, psychotropic medication and unconventional,
responses are coded l=having sought this type of treatment in the past year and 0=not
having sought this type of treatment in the past year.
V. Results

Descriptive Demographic Statistics
Full Sample As shown in Table 1, 14.1% of the full sample is black and 47.9% are male.
The majority of respondents, 29.3%, are 35-49 years old as compared to only 13.8% of
respondents who are 18-25 years old. 32.5% of respondents report their current level of
education as a high school diploma whereas 12.8% of respondents report having less than
a high school education. With regards to total family income, 31% of respondents report
an income of $75,000 or more while the minority of respondents, 6.5%, report an income
of less than $10,000. 83.7% of respondents report having any type of insurance (public or

private)—27.5% of respondents report having public health insurance and 73.8% of
respondents report having private health insurance. 1 1% of the full sample meets the K6
criteria for serious psychological distress. However, 80.9% of respondents in the full
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sample report not seeking any type of treatment in the past year. Finally, 18.5% of
respondents report seeking mental health treatment voluntarily as compared to less than
1% of respondents report seeking treatment involuntarily.

SPD Sample Compared to the full sample, the SPD sample of those respondents who
meet the K6 criteria for serious psychological distress, are more likely to be white and
female. 13.4% as compared to 14.1% of the full sample and less likely to be male, 35.1%
as compared to 47.9% of the full sample. In general, respondents in the SPD sample also
tend to be younger and have a lower education and income. Although similar percentages
of respondents in both the SPD sample and the full sample have any type of insurance or
public insurance, only 57.7% of respondents in the SPD sample report having private
insurance as compared to 73.8% of the full sample. In the SPD sample, only 46.3% of
respondents report they did not seek any treatment in the past year as compared to 80.9%
of the full sample. Similar to the full sample, the majority of respondents in the SPD
sample sought treatment voluntarily and the fewest involuntarily.

Treatment Sample Likewise, the treatment sample of those respondents who reported
seeking any type of treatment differs from the full sample on some key demographic
variables. The sample has less than half the percent of blacks of the full sample, only
7.7% and only 33.5% of the sample is male (as compared to 47.9% of the full sample).
Although similar to the full sample, the majority of respondents are 35-49 years old, the
treatment sample is younger and has the fewest number of respondents age 65 or older,
whereas the full sample is older and has the fewest number of respondents ages 18-25.
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Also, as a whole, the treatment sample has a higher education level and family income
than the full sample. Interestingly, similar percentages of respondents report having any
type of insurance. As expected, the treatment sample has a higher percentage of
respondents who meet the criteria for serious psychological distress, 30.8% of the
treatment sample as compared to 1 1% of the full sample. Although the percentages of
those who sought treatment are clearly higher for the treatment sample, respondents were
still most likely to seek treatment voluntarily and least likely to have received treatment
involuntarily.
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Table 1 : Definition
Summaries
of Demographic
of ResponsesVariables,
to the NSDUH
with Weighted

Full Sample
(N=84, 928)

Race

0
1

Nonhispanic White
Nonhispanic Black

0
1

Female
Male

1
2
3
4

18-25 years old
26-34 years old
35-49 years old
50-64 years old

Weighted Percent
SPD Sample
Treatment Sample
(N=12, 846)
(N=1 6,785)

52.1
14.1

86.6
13.4

92.3
7.7

Sex
52.1

64.9

66.5

47.9

35.1

33.5

13.8

23.2

12.6

14.3

18.8

16.2

29.3

32.4

25.0

19.1

17.8

6.6

35.1
26.7
9.4

12.8

17.2

10.1

32.5

33.5

27.1

26.3
28.4

29.3
20.1

28.9

Age

5
Education

65 or older

1 Less than high school
2 High school
3 Some college
4 College
Family Income

33.9

1

Less than $10,000

6.5

12.4

7.1

2
3
4
5
6

$10,000-$1 9,999
$20,000-$29,999
$30,000-$39,999
$40,000-$49,999
$50,000-$74,999

10.8
10.8
11.0

10.8

18.8
31.0

15.3
13.3
11.9
10.6
15.6
20.8

16.3
83.7

16.4
83.6

72.2
27.8

72.1
27.9

74.6
25.4

26.2
73.8

42.3
57.7

72.4

No
Yes

89.0
11.0

0
100

69.2
30.8

1

Involuntary
Voluntary

0.7
18.5

2.9
50.8

96.3

2

No treatment

80.9

46.3

0

7 $75,000 or more
Any Insurance
0 No
1 Yes
Public Insurance
0 No
1 Yes
Private Insurance
0 No
1 Yes

11.2

9.9
10.2

10.3
19.2
32.4

17
83.0

27.6

Serious Psychological Distress
0
1

Treatment
0

22

3.7

Descriptive Treatment Type Statistics
Full Sample As shown in Table 2, 19.2% of respondents report seeking any type of
mental health treatment in the past year (conventional, psychotropic medication or
CAM). 7.6% of respondents in the full sample report having sought any type of
conventional mental health treatment—7.3% sought outpatient treatment and

approximately 1% sought inpatient treatment. 11.5% of respondents explicitly reported
the use of psychiatric medication at least once in the past year. 9% of respondents in the
full sample reported seeking any type of CAM as a type of mental health treatment in the
past year. 7.3% of the full sample report seeking formal CAM and 2.4% report seeking
informal CAM. 2.4% of respondents report seeking religious support, whereas 0.1%

report seeking family support as a type of informal CAM. With regards to the type of
formal CAM, the majority of respondents, 3.6%, report seeking treatment from a

chiropractor as compared to less than 1% who report seeking treatment from a herbalist.

SPD Sample As compared to the full sample, the SPD sample is more likely to report

seeking any type of treatment, 53.7% as compared to 19.2%. Although the SPD sample is
more likely to seek all three types of treatment—conventional, psychotropic medication
and CAM—respondents who meet the criteria for serious psychological distress are
similar to the full sample in the type of treatment they are most likely to report seeking;

respondents with serious psychological distress are similarly most likely to report using
psychotropic medication and least likely to report seeking inpatient treatment. However,
it should be noted in the full sample, identical percentages of respondents report seeking
formal CAM and conventional outpatient treatment, 7.3%, whereas 30.3% of respondents
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in the treatment sample sought outpatient treatment as compared to only 15.6% of
respondents who sought formal CAM. With regards to informal CAM, 6.8% of the SPD
sample report seeking religious support whereas 0.3% report seeking family support. For
formal CAM, similar to the full sample, the majority of the SPD sample report seeking a
chiropractor and the minority of the SPD sample report seeking a herbalist.

Treatment Sample With regards to the treatment sample, although the percentages are

higher for all treatment types, the types of treatment respondents are most likely to seek
are similar. With regards to informal CAM, 12.4% of respondents report seeking
religious support and 0.4% report seeking family support. Similar to the full sample, the
majority of the treatment sample report seeking a chiropractor and the minority of
respondents report seeking an herbalist as a type of formal CAM.
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Table 2: Summaries
Definition ofofTreatment
Responses
Variables,
to the NSDUH
with Weighted

Full Sample
(N=84, 928)

Weighted Percent
SPD Sample
Treatment Sample
(N=12, 846)
(N=1 6,785)

Any Treatment
0
1

80.8
19.2

46.3

0

53.7

100

No
Yes

92.4

68.6

7.6

31.4

61.3
39.7

No
Yes

92.7

69.7

7.3

30.3

38.3

No
Yes

99.2
0.8

95.5
4.5

95.8

No
Yes

88.5
11.5

58.3

40.0

41.7

60.0

No
Yes

91.0
9.0

79.6

53.0

20.4

47.0

92.7
7.3

84.4

61.7
38.3

97.6

93

2.4

7.0

No
Yes

Any Conventional Treatment
0
1

Outpatient Treatment
0
1

61.7

Inpatient Treatment
0
1

4.2

Psychotropic Medication
0
1

Any CAM Treatment
0
1

Formal CAM Treatment
0 No
1 Yes
Informal CAM Treatment
0 No
1 Yes

Type of Formal CAM
1 Acupuncturist

15.6

87.4
12.6

0.8

1.7

4.1
18.7

1

Chiropractor

3.6

1

Herbalist

0.4
3.3

6.3
1.1
5.9

2.4

6.8

12.4

0.1

0.3

0.4

1 Massage
Type of Informal CAM
1 Family
Religious
Support
Support
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2.3
17.1

Bivariate Demographic Analysis

Full Sample As shown in table 3, respective design-based F-tests to account for survey
weighting indicate that for the full sample, there are statistically significant relationships
between race and all demographic variables except for serious psychological distress and
whether respondents have any type of insurance (either public or private). Black
respondents are significantly more likely to be female and younger. Blacks are also
significantly more likely to have both a lower education and family income. With regards
to insurance, black respondents are significantly more likely to report having public
insurance and less likely to report having private insurance. Finally, analysis indicates
that blacks are significantly more likely to seek treatment involuntarily, or to not seek
treatment at all.
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Pearson's
Table Chi2s
3: Weighted
Converted
Percent
to Design-Based
of Demographic
F-Tests
Variables
(Full Sample
by RaceN=84,928)
with

Male

Black
Percent
44.6

White
Percent
48.4

F
20.99

P
0.000

51.42

0.000

167

0.000

218.94

0.000

Age

18-25 years old

17.6

13.1

26-34 years old
35-49 years old
50-64 years old

17.7
31 .2
21 .6

13.7

29.0
25.4

65 or older

11.9

18.7

Education

Less than high school

20.4

11.5

High school
Some college

36.3
27.2

31.9
26.2

Family Income
Less than $10,000

14.6

5.2

$10,000-$1 9,999
$20,000-$29,999
$30,000-$39,999

18.7
14.2
12.1

9.5
10.3
10.8

$40,000-$49,999
$50,000-$74,999
$75,000 or more

11.2
13.8
15.4

11.2
19.6
33.5

Any Insurance

84.1

83.6

0.8

0.371

Public Insurance

33.3

26.9

66.14

0.000

Private Insurance

55.3

76.8

892.57

0.000

10.5

11.1

1.61

0.204

Voluntary

10.2

19.2

116

0.000

Involuntary

1.1

0.6

89.5

79.4

Serious Psychological
Distress

Treatment

No treatment
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SPD Sample With regards to the SPD sample, as shown in table 4, there are only
statistically significant relationships between race and education, family income, public
and private insurance and why treatment was sought. Similar to the full sample, blacks in
the treatment sample report having a lower education and family income. Likewise, a
design-based F-test indicates that blacks are significantly more likely to report having
public insurance and less likely to report having private insurance. With regards to why
respondents sought treatment, blacks are significantly more likely to have sought
treatment involuntarily or to not seek treatment at all.
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Table 4: Weighted Percent of Demographic Variables by Race with

Pearson's Chi2s Converted to Design-Based F-Tests (SPD Sample N=1 2,846)
Male

Age
1 8-25 years old
26-34 years old
35-49 years old
50-64 years old
65 or older

Black
Percent
35.0

White
Percent

F

P

35.2

0.09

0.767

25.8
19.1
30.7

22.8
18.7
32.7

0.67

0.585

18.1

19.2
6.6

21.9

0.000

27.84

0.000

6.3

Education

Less than high school

26.2

15.7

High school

36.2
27.2
10.4

33.1

24.5
22.1
13.0
13.1
8.6

10.5
14.3
13.4

9.4
9.2

16.6
22.6

Any Insurance

85.0

83.3

1.19

0.276

Public Insurance

42.7

25.6

72.72

0.000

Private Insurance

39.1

60.6

102.09

0.000

54.1

116

0.000

Involuntary

29.6
4.6

No treatment

65.9

43.3

Some college
College

29.6

21.6

Family Income
Less than $10,000
$10,000-$1 9,999
$20,000-$29,999

$30,000-$39,999
$40,000-$49,999
$50,000-$74,999
$75,000 or more

11.7

11.0

Treatment

Voluntary

2.7

Treatment Sample As shown in table 5, respective design-based F-tests indicate that for

the treatment sample, there are statistically significant relationships between race and all
demographic variables other than sex, serious psychological distress and whether
respondents have any type of insurance. Like the full sample, blacks in the treatment
sample are significantly more likely to be younger. They are more likely to report a lower
education and family income. Also similar to the full sample, blacks in the treatment
sample are significantly more likely to report having public insurance and less likely to
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report having private insurance. Finally, blacks in the treatment sample are significantly
more likely to report seeking treatment involuntarily.

Table 5: Weighted Percent of Demographic Variables by Race with

Pearson's Chi2s Converted to Design-Based F-Tests (Treatment Sample N=1 6,785)
Male

Age
18-25 years old
26-34 years old
35-49 years old
50-64 years old

Black
Percent
33.1

White
Percent
37.4

F
3.92

P
0.048

14.2
20.4
37.1
23.4

12.5
15.9
35.0
27.0
9.8

5.42

0.001

Less than high school
High school
Some college
College

20.1
29.1
29.3
21.5

9.3
26.9

27.19

0.000

Family Income
Less than $10,000
$10,000-$1 9,999

20.0
18.5

39.62

0.000

10.1

$20,000-$29,999
$30,000-$39,999

14.5
10.3

9.5
10.2

$40,000-$49,999
$50,000-$74,999
$75,000 or more

10.1
1 1 .2
15.5

10.3
20.0

Any Insurance

83.0

83.0

0.00

0.982

Public Insurance

45.3

23.7

115.71

0.000

Private Insurance

47.6

74.5

173.90

0.000

Serious Psychological

34.2

30.6

3.06

0.080

Voluntary

89.5

45.81

0.000

Involuntary

10.5

96.8
3.1

65 or older

5.0

Education

28.9
34.9

6.1

33.8

Distress
Treatment
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Bivariate Treatment Type Analysis

To begin to address my first research question of whether including informal CAM as a
type of mental health treatment partially accounts for the racial disparity in treatment
seeking behavior, I conducted design-based F-tests for all three samples (full, SPD &
treatment samples).

Full & SPD Sample As shown in table 6, statistically significant relationships were
evident between race and all treatment types except for informal CAM. Whites were

significantly more likely to report seeking any type of treatment, any conventional
treatment, conventional outpatient treatment, any type of CAM or formal CAM
treatment. However, blacks were significantly more likely to report seeking conventional

inpatient mental health treatment. It is important to note that the relationship between
race and informal CAM was not statistically significant. Thus, although blacks were

generally less likely to seek treatment, overall, they were equally as likely as whites to
seek informal CAM. Interestingly, as shown in table 7, this finding remains true even
when examining only those who meet the criteria for serious psychological distress who
are in the most need of treatment.

Table 6: Weighted
ConvertedPercent
to Design-Based
of MH Treatment
F-TestsType
(FullbySample
Race with
N=84,928)
Pearson's Chi2s
Black

White

Percent

Percent

F

P

10.5

20.6

274.44

0.000

5.2
4.5
1.3
5.3

8.0
7.8
0.7
12.5

47.92
64.37
19.99
203.03

0.000
0.000
0.000
0.000

Any

5.3

9.6

95.26

0.000

Formal
Informal

3.2
2.5

8.0
2?

153.98
029

0.000
0.587

Any Treatment
Conventional Treatment

Any
Outpatient
Inpatient
Psychotropic Medication
CAM
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Table 7: Weighted
ConvertedPercent
to Design-Based
of MH Treatment
F-TestsType
(SPDbySample
Race with
N=I Pearson's
2,846)
Chi s

Any Treatment

Black

White

Percent

Percent

F

P

34.2

56.7

105.16

0.000

23.0

32.7

19.88

0.000

Conventional Treatment

Any
Outpatient

20.1

31.8

29.55

0.000

Inpatient

6.8

4.1

8.67

0.003

Psychotropic Medication

23.5

44.5

82.71

0.000

Any

13.3

21.5

20.47

0.000

Formal

7.4

16.9

41.98

0.000

Informal

5.7

7.2

1.42

0.232

CAM

Treatment Sample I examined the treatment sample to determine racial differences in
the type of treatment sought among a sample of respondents who sought any type of
mental health treatment in the past year. Surprisingly, as shown in table 8, design-based
F-tests indicate that treatment-seeking blacks are significantly more likely than treatmentseeking whites to report using any type of conventional mental health treatment or
conventional inpatient mental health treatment. However, consistent with my hypothesis,
bivariate analysis indicated that blacks were more likely than whites to report using
informal CAM in the past year. On the other hand, treatment-seeking whites are
significantly more likely to report using psychotropic medication and formal CAM.
Table 8:Converted
WeightedtoPercent
Design-Based
of MH Treatment
F-Tests (Treatment
Type by Race
Sample
with N=1
Pearson's
6,785) Chi s
Black

White

Percent

Percent

49.1

39.0

20.60

0.000

43.1

37.9

5.55

0.019

12.4

3.5

105.10

0.000

50.7

60.8

20.42

0.000

Any

50.3

46.7

2.50

0.114

Formai

30.5

38.9

14.94

0.000

Informal

24.1

11.7

63.60

0.000

Conventional
Treatment

Any
Outpatient
Inpatient
Psychotropic
Medication
CAM
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Multivariate Analysis of Full & SPD Sample
To further examine the racial differences between the type of mental health

treatment one seeks, I conducted eight logistic regression models for the full and SPD
sample, regressing the use of any type of mental health treatment, any type of
conventional mental health treatment, outpatient treatment, inpatient treatment,

psychotropic medication, any type of CAM, formal CAM, and informal CAM. All
analyses controlled for sex, age, education, income, insurance, and severity of
psychological distress.

As shown in table 9, with regards to seeking any mental health treatment, adjusting
for all other factors, in the full sample, blacks are 56% less likely than whites to report
seeking any type of mental health treatment in the past year. Similarly, even among a
subsample of those respondents who meet the criteria for SPD, blacks are 58% less likely
than whites to seek any type of mental health treatment.
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Table 9: Weighted Logistic Regression of Any MH Treatment
on Race

Predictors
Black

Male

Age

Education

Income

Insurance

SPD

Full Sample
(N=84,929)

SPD Sample
(N=12, 846)

Odds Ratio

Odds Ratio

(SE)

(SE)

0.444"

0.420"

(0.023)

(0.040)

0.502"

0.620"

(0.015)

(0.040)

0.956"

1.202"

(0.010)

(0.033)

1.278"

1.240"

(0.021)

(0.041)

1.01

1.000

(0.008)

(0.151)

0.939

1.054

(0.037)

(0.085)

6.754"

(0.243)

** Indicates significance at the 0.001 level
* Indicates significance at the 0.01 level

As shown in table 10, when examining conventional mental health treatment

(combined outpatient and inpatient treatment), in both the full and SPD sample, blacks
are 37% less likely to seek conventional mental health treatment, controlling for all other
factors.
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Table 10: Weighted Logistic Regression of Conventional
MH Treatment on Race

Predictors
Black

Male

Age

Education

Income

Insurance

SPD

Full Sample
(N=84,929)

SPD Sample
(N=12, 846)

Odds Ratio

Odds Ratio

(SE)

(SE)

0.627"

0.626**

(0.045)

(0.070)

0.635**

0.744**

(0.030)

(0.053)

1.032

1.194**

(0.016)

(0.032)

1 .308**

1 .289**

(0.032)

(0.045)

0.951**

0.940**

(0.011)

(0.015)

1.032

1.190

(0.063)

(0.103)

9.345**

(0.427)

** Indicates significance at the 0.001 level
* Indicates significance at the 0.01 level

Likewise, as shown in table 11, blacks in the full sample are 43% less likely to

seek outpatient treatment and blacks in the SPD sample are 44% less likely to seek
conventional outpatient treatment. However, when examining conventional inpatient
treatment, analysis indicates that there is no significant difference between blacks and
whites in their seeking of this type of treatment (analysis not shown).
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Table 11: Weighted Logistic Regression of Outpatient
MH Treatment on Race

Predictors
Black

Male

Age

Education

Income

Insurance

SPD

Full Sample
(N=84,929)

SPD Sample
(N=12, 846)

Odds Ratio

Odds Ratio

(SE)

(SE)

0.569"

0.557"

(0.043)

(0.065)

0.606"

0.723"

(0.029)

(0.052)

1.03

1.19"

(0.017)

(0.032)

1.357"

1 .342"

(0.034)

(0.047)

0.957"

0.945"

(0.011)

(0.015)

1.04

1.21

(0.065)

(0.105)

9.362"

(0.436)

** Indicates significance at the 0.001 level
* Indicates significance at the 0.01 level

As shown in table 12, in examining the use of psychotropic medication as a type
of mental health treatment, in the full sample, blacks are 63% less likely to report the use

of psychotropic medication. In the SPD sample, blacks are 61% less likely to similarly
report the use of medication.
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Table 12: Psychotropic
Weighted Logistic
Medication
Regression
on Race
of the Use of

Predictors
Black

Male

Age
Education

Income

Insurance

SPD

Full Sample
(N=84,929)

SPD Sample
(N=12, 846)

Odds Ratio

Odds Ratio

(SE)

(SE)

0.374**

0.391**

(0.026)

(0.044)

0.53**

0.66**

(0.021)

(0.045)

1 .094**

1.317**

(0.015)

(0.037)

1.125**

1.122**

(0.023)

(0.039)

0.994

0.995

(0.010)

(0.016)

1.004

1.043

(0.050)

(0.086)

8.892**

(0.365)

** Indicates significance at the 0.001 level
* Indicates significance at the 0.01 level

As shown in table 13, in examining the use of unconventional mental health

treatment in the full sample, as compared to whites, blacks are 43% less likely to have
sought any type of CAM and 57% less likely to have sought formal CAM in the past year
when adjusting for all other key factors. In the SPD sample, as shown in table 14, blacks
are 38% less likely than whites to have sought any type of CAM and 56% less likely to
have sought formal CAM. However, there are no significant differences between whites
and blacks in their likelihoods of seeking informal CAM when controlling for all other
influential factors in either the full or SPD sample (analysis not shown).
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Table 13: Weighted Logistic Regression of any CAM
MH Treatment on Race

Predictors
Black

Male

Age

Education

Income

Insurance

SPD

Full Sample
(N=84,929)

SPD Sample
(N=12, 846)

Odds Ratio

Odds Ratio

(SE)

(SE)

0.567**

0.618**

(0.039)

(0.083)

0.508**

0.676**

(0.021)

(0.057)

0.888**

1.033

(0.012)

(0.030)

1.431**

1 .340**

(0.031)

(0.052)

1.018

1.000

(0.010)

(0.018)

0.940

0.987

(0.048)

(0.095)

2.982**

(0.135)

** Indicates significance at the 0.001 level
* Indicates significance at the 0.01 level
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Table 14: Weighted Logistic Regression of Formal CAM
MH Treatment on Race

Full Sample
Predictors
Black

Male

Age

Education

Income

Insurance

SPD

SPD Sample

(N=84,929)

(N=12, 846)

Odds Ratio

Odds Ratio

(SE)

(SE)

0.426"

0.435**

(0.034)

(0.066)

0.504**

0.660**

(0.023)

(0.061)

0.887**

1.012

(0.013)

(0.032)

1 .423**

1.381"

(0.034)

(0.059)

1 .030*

1.000

(0.012)

(0.020)

0.934

0.956

(0.052)

(0.100)

2.619"

(0.129)

" Indicates significance at the 0.001 level
* Indicates significance at the 0.01 level

Multivariate Analysis of Treatment Sample
In order to more fully examine how race affects the type of mental health

treatment sought among those who sought any type of treatment, I similarly conducted
weighted logistic regressions of any type of conventional treatment, conventional
outpatient treatment, conventional inpatient treatment, the use of psychotropic
medication, any type of CAM treatment, formal CAM and informal CAM on race among
a treatment subsample of those respondents who reported seeking any type of mental

health treatment in the past year. All regressions controlled for sex, age, education,
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income, insurance, severity of psychological distress and whether treatment was
voluntary.

As shown in table 15, with regards to whether the respondent sought any type of
conventional treatment, adjusting for all key factors, surprisingly blacks who sought any
type of treatment are 37% more likely than whites to seek conventional mental health
treatment. However, when considering specific types of conventional treatment, there is

no significant relationship between seeking outpatient mental health treatment and race
(analysis not shown). In contrast, there is a significant relationship between conventional
inpatient mental health treatment and race. Blacks who sought any type of treatment in
the past year are 1 14% more likely than whites to have sought inpatient mental health
treatment.
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Table 15: Weighted Logistic Regression of Conventional
MH Treatment on Race (Treatment Sample N=1 6,785)
Any Conventional
Inpatient
Predictors

Odds Ratio

(SE)

(SE)

1.370**

2.141**

(0.128)

(0.336)

1.090

2.103**

(0.062)

(0.265)

1.079**

1.047

(0.024)

(0.057)

1.129**

0.670**

(0.033)

(0.045)

0.927**

0.772**

(0.013)

(0.025)

1.111

1.013

(0.080)

(0.171)

3.076**

2.906**

(0.167)

(0.374)

0.549**

0.348**

(0.068)

(0.065)

Black

Male

Age

Education

Income

Odds Ratio

Insurance

SPD

Voluntary

** Indicates significance at the 0.001 level
* Indicates significance at the 0.01 level

As shown in table 16, with regards to the relationship between race and the use of
psychotropic medication among respondents who reported seeking any type of mental
health treatment, blacks are 44% less likely than whites to report the use of psychotropic
medication in the past year.
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Table 16: Weighted Logistic Regression of Psychotropic
Medication on Race (Treatment Sample N=1 6,785)
Predictors

Odds Ratio

(SE)
0.560"

Black

(0.054)
0.889

Male

(0.050)
1.351"

Age

(0.033)
Education

0.809"

(0.024)
0.961*

Income

(0.013)
Insurance

1.110

(0.077)
3.350"

SPD

(0.196)
Voluntary

0.756

(0.092)

'* Indicates significance at the 0.001 level
' Indicates significance at the 0.01 level

Because of the unexpected finding of treatment seeking blacks being more likely
than whites to report the use of all types of conventional mental health treatment (except
for psychotropic medication), even when adjusting for all other key factors, I further
tested to see if blacks lower likelihood of using psychotropic medication may in part
account for this difference. Interestingly, as shown in table 17, it appears that among
those who seek treatment, blacks are more likely to seek conventional mental health
treatment that excludes psychotropic medication and significantly less likely than whites

to report seeking any type of conventional mental health treatment in combination with

42

the use of psychotropic medication. An analysis of the use of all types of conventional
mental health treatment (any conventional treatment, outpatient treatment and inpatient
treatment) and psychotropic medication reveal that as compared to whites who similarly
report seeking any type of treatment in the past year, blacks are 24% less likely to report
using any type of conventional treatment in combination with psychotropic medication.

Table 17: Weighted Logistic Regression of Combined
Conventional MH Treatment on Race (Treatment Sample N=1 6,785)

Predictors
Black

Male

Age

Education

Income

Medication &
Conventional
Odds Ratio

Medication &

Medication &

Outpatient

Inpatient

Odds Ratio

Odds Ratio

(SE)

(SE)

(SE)

0.756*

0.657**

0.643**

(0.081)

(0.069)

(0.061)

0.912

0.860

0.903

(0.055)

(0.051)

(0.052)

1.300"

1 .282**

1 .374**

(0.033)

(0.032)

(0.034)

0.851**

0.888**

0.783**

(0.027)

(0.028)

(0.024)

0.945**

0.954**

0.952**

(0.014)

(0.014)

(0.014)

1.046

1.047

1.104

(0.077)

(0.076)

(0.078)

4.024**

3.940**

3.314**

(0.278)

(0.265)

(0.198)

0.357**

0.339**

0.515**

(0.032)
(0.033)
** Indicates significance at the 0.001 level
* Indicates significance at the 0.01 level

(0.041)

Insurance

SPD

Voluntary
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Furthermore, as shown in table 18, in examining a treatment sample of those

respondents who reported seeking any type of mental health treatment in the past year,

analyses indicate that controlling for all other variables, there is a significant relationship
between race and seeking any type of CAM, formal CAM and informal CAM. Among

respondents who report seeking any type of treatment in the past year, blacks are 32%
more likely to report seeking any type of CAM in the past year. In examining the
relationship between race and formal CAM, blacks are 24% less likely to report the use
of formal CAM in the past year. In regressing informal CAM on race, as compared to
whites who likewise sought any type of treatment in the past year, blacks are 164% more
likely to report the use of informal CAM in the past year.

44

Table 18: Weighted
on Race (Treatment
Logistic Regression
Sample N=1of6,785)
CAM Treatment
Any CAM
Predictors
Black

Male

Age

Education

Income

Insurance

SPD

Voluntary

Odds Ratio

Formal CAM
Odds Ratio

Informal CAM
Odds Ratio

(SE)

(SE)

(SE)

1 .320*

0.772*

2.643**

(0.125)

(0.077)

(0.316)

0.892

0.900

0.839

(0.049)

(0.050)

(0.067)

0.859**

0.877**

0.881**

(0.019)

(0.019)

(0.028)

1 .289**

1 .250**

1 .355**

(0.036)

(0.036)

(0.054)

1.021

1.036*

0.967

(0.013)

(0.014)

(0.019)

0.992

0.981

0.953

(0.067)

(0.067)

(0.095)

0.603**

0.580**

1.071

(0.032)

(0.032)

(0.086)

1.266

1.03

1.840

(0.158)

(0.226)

(0.493)

'* Indicates significance at the 0.001 level
' Indicates significance at the 0.01 level
Sex Interaction Effects

In order to examine my third and final research question of whether sex
moderates the relationship between race and the type of treatment one seeks, I examined

the same eight logistic regression models above for both the full sample and the SPD
sample, but also testing for an interaction effect between race and sex. For both the full
and SPD sample, the interaction between race and sex was significant for all of the
regression models, including those predicting any type of treatment, conventional mental
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health treatment, conventional outpatient mental health treatment, the use of psychotropic
medication, any type of CAM treatment and formal CAM.

As shown in figures 2, 3 and 6, with regards to whether the respondent reported
seeking any type of conventional mental health treatment, outpatient mental health
treatment and any type of unconventional mental health treatment, white females have
the highest probability of seeking treatment, followed by black females, then white males
and then finally black males. As shown in figures 1,5 and 7, in the case of whether the

respondent reported seeking any type of mental health treatment in the past year, used
psychotropic medication or sought any type of formal CAM, this pattern is similar expect
black females and white males have approximately similar probabilities of reported use.
However, as shown in figure 4, the interaction effect between race and sex operates quite

differently when examining the reported use of inpatient mental health treatment. Black
females have the highest probability of its use, followed by black males, white females
and white males. Similar significant sex interaction effects hold true for the SPD sample

with all treatment types, except for inpatient treatment. Interestingly, as shown in figure
8, when only looking at those respondents who meet the criteria for serious psychological
distress, black males have the highest probably of seeking inpatient mental health
treatment in the past year. Black females and white males are the next most likely to seek
inpatient treatment and white females have the lowest probability.
With regards to the treatment sample, although the majority of the treatment
sample is female, it is important to note that sex is not significant for any of the
regression models. This indicates that among those who seek treatment, there are no
significant sex differences.
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Figure 1: Probability of Seeking Any Type of MH
Treatment in the Past Year (Full Sample)
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Figure 2: Probability of Seeking Conventional MH
Treatment in the Past Year (Full Sample)
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Figure 3: Probability of Seeking Outpatient MH
Treatment in the Past Year (Full Sample)
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Figure 4: Probability of Seeking Inpatient MH
Treatment in the Past Year (Full Sample)
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Figure 5: Probability of Using Psychotropic
Medication in the Past Year (Full Sample)
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Figure 6: Probability of Seeking Any Type of
Unconventional MH Treatment in the Past Year

(Full Sample)
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Figure 7: Probability of Seeking Formal CAM MH
Treatment in the Past Year (Full Sample)
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Figure 8: Probability of Seeking Inpatient MH
Treatment in the Past Year (SPD Sample)
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VI. Discussion

This thesis illustrates that it is crucial to consider all types of mental health
treatment, both conventional and unconventional, in order to more accurately access
racial differences in treatment seeking behavior. Similar to Unutzer et al. 's (2008)

finding that 15% of the population report using any type of CAM for mental health
treatment, this research reveals that 9% of all respondents report its use. Among

respondents who reported seeking any type of mental health treatment in the past year,
47% who reported the use of any type of CAM as compared to only 40% who reported
the use of any type of conventional treatment. Furthermore, it is important to consider
both formal and informal unconventional mental health treatment as 13% of the

respondents who sought treatment in the past year reported seeking informal CAM as a
type of mental health treatment. These high rates of use are consistent with previous
research regarding the prevalence of CAM (Barnes et al. 2008; Barnes et al. 2004;
Eisenberg et al. 1998; Kessler et al. 2001)

Also consistent with past research, adjusting for all other factors, this study found
that blacks are significantly less likely to report seeking any type of mental health
treatment, including a combination of conventional and unconventional treatment
(McAlpine and Boyer 2008; McGuire and Miranda 2008; Ojeda and Bergstresser 2008;
Wang et al. 2005; U.S. DHHS 2001; Barnes et al. 2008; Bauseil et al. 2001; Unutzer et
al. 2000). The only exception to this is the finding there is no significant difference
between blacks and whites in seeking inpatient treatment. This finding may be
attributable to the nature of NSDUH that excludes those who are institutionalized,

including those who are incarcerated or in a psychiatric inpatient facility when the survey
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was administrated. Research consistently indicates that black males are more likely to be
incarcerated (Beck and Harrison 2001; Pettit and Western 2004) and there exists a high

rate of mental illness among the incarcerated population (Teplin 1990). Additionally,
blacks are more likely to be diagnosed with more severe mental disorders and as a result
are more likely to seek inpatient mental health treatment (Pickett et al. 1999; Williams
and Harris-Reid 1999). Hence blacks, especially those with more severe mental illness
may be under-represented in this sample.

Contrary to Snowden's (1998) findings, this research also suggests that there are
no significant differences between blacks and whites in seeking informal mental health
treatment. Hence, my hypothesis that broadening the definition of mental health
treatment to include informal CAM would reduce the racial gap in treatment was not

supported—blacks are not significantly more likely to use informal CAM when
considering all other key variables. This suggests that regardless of the type of treatment,
there may be something about seeking treatment itself that prevents blacks from receiving
needed mental health treatment. Hence, consistent with current research, blacks may face

unique cultural barriers to seeking appropriate mental health treatment regardless of the
treatment type such as differing definitions and understandings of mental illness, fear of
stigma, and skepticism and mistrust of mental health treatment (McGuire and Miranda
2008; Ojeda and Bergstresser 2008; Schnittker 2003; U.S. DHHS 2001).
Despite the finding that there is no significant difference between blacks and
whites in seeking informal CAM, the fact that whites are more likely to use almost every
other type of treatment suggests that informal CAM may be more appealing to blacks
than other treatment types. Furthermore, an analysis of the treatment sample reveals that
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among those who report seeking any type of treatment in the past year, blacks are more
likely to report the use of any type of conventional treatment, outpatient and inpatient
treatment, but this can be attributed to their much lower likelihood of the use of

psychotropic medication. This is consistent with past research regarding blacks'
skepticism of psychotropic medication (Gonzalez et al. 2008; Chen and Rizzo 2008;
Paulose-Ram et al. 2007; Schnittker 2003) and highlights the substantial racial disparity

in the use of medication. As psychotropic medication is the most commonly used type of
mental health treatment ("NSDUH Report: Major Depressive Episode" 2009; "NSDUH

Report: Serious Psychological Distress" 2008), unwillingness of use this type of
treatment among blacks is a crucial source of the treatment disparity.
Furthermore, the current study suggests that when seeking treatment, blacks are
actually more likely to seek conventional mental health alone but significantly less likely
to seek any type of conventional mental health treatment in combination with medication.
Interestingly, this finding is consistent with racial differences in the use of illicit
substances. As compared to whites, blacks are less likely to use all illicit substances,
including alcohol and tobacco (Faupel et al. 2010). Although no research to date has
explicitly examined the correlation between blacks' decreased likelihood of using legally
prescribed psychotropic medication and illegal substances, research is clear regarding the
high rate of co-occurring mental illness and substance abuse, including the practice of
"self-medication" with illict drugs among those with a mental illness. However, even
among those with a mental illness, blacks are still less likely to use illicit substances
(Robinson et al. 2009; Watkins et al. 2001). Hence, it is quite possible that the same
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cultural beliefs of skepticism and mistrust of "mind-altering" drugs may explain both of
these trends.

An analysis of the race and sex interaction effects on treatment type emphasizes
what may be the negative effects among blacks of avoiding the use of psychotropic
medication when needed. Consistent with the current research (Wang et al. 2005; Ojeda

and McGuire 2005; Ojeda and Bergstresser 2008), for all treatment types, white females
are most likely to report seeking treatment and black males least likely. The one
exception is with regards to inpatient mental health treatment. When examining all
respondents, black females are most likely to report seeking inpatient treatment and white
males least likely; however, when only focusing on those with serious psychological
distress, black males are more likely to seek inpatient treatment and white females least
likely. This finding coupled with the fact that when controlling for all other demographic
variables, there is no significant relationship between race and seeking inpatient treatment
indicates that black males are more likely to seek mental health treatment at only the
most serious levels of mental illness (and hence, more involuntarily). As medication is

often used as a maintenance strategy for controlling symptoms, the unwillingness of
blacks to use medication may explain their higher use of inpatient treatment. That is,
those who do not use medication may be more likely to experience episodes
characterized by more severe symptoms and loss of function, necessitating the use of
emergency inpatient treatment. This is consistent with research showing that as compared
to whites, blacks typically seek inpatient mental health treatment at higher levels of
psychological distress (McAlpine and Boyer 2008; McGuire and Miranda 2008; U.S.
DHHS 2001; Lefley 1999),
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Moreover, among those who sought any type of treatment in the past year,
adjusting for all other factors, blacks are significantly more likely than whites to report
the use of any type of CAM and informal CAM but significantly less likely to report the
use of formal CAM. These findings are consistent with my hypothesis that blacks may
more likely to use informal CAM as a type of mental health treatment due to the fact that
this type of treatment does not require payment and the greater importance of religion and
family in the black community (Maison 1982; Billingsley 1992; Martin and Marin 1995;
Hill 1999; Chatters et al. 2002). Unfortunately, it does not appear that the use of informal
CAM decreases the racial disparity in seeking mental health treatment, but that the use of
informal CAM is a preferred treatment option among blacks who seek treatment.
Regardless, understanding which types of treatment blacks seek when they do seek
treatment is a crucial first step in promoting more appealing mental health treatment to
those blacks who are in need of treatment, but who are not currently seeking it.

Interestingly, those respondents who reported the use of formal CAM were less
likely to have serious psychological distress, but those who reported the use of informal
CAM were more likely to have serious psychological distress. This is consistent with
previous literature that formal CAM may mostly be a means for members of the white
middle class to maintain well-being rather than to deal with severe symptoms of mental
illness (Barnes et al. 2008; Bausell et al. 2001; Unutzer et al. 2000). However, it also
indicates that blacks with more serious mental distress may be more likely to turn to

informal as opposed to formal CAM or other types of conventional mental health
treatment (other than inpatient treatment). This corresponds with research that indicates
blacks are more likely to be seek treatment when experiencing severe symptoms of
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mental distress (Pickett et al. 1999). This highlights the importance of specifying various

types of CAM when examining the racial disparity in mental health treatment and
proposing solutions to narrow this gap.
VII. Limitations

This study is limited in that it is restricted to questions included in 2005-2007
NSDUH that were released in the public use data; this in turn creates limitations for
several of the variables, most notably unconventional mental health treatment.

Unfortunately, the NSDUH does not include an explicit question regarding whether the
respondent sought unconventional mental health treatment from friends or family
members; instead after explicitly asking about all other types of CAM included in the
survey, the NSDUH includes the question "Did you receive alternative mental health
treatment from another source in the past 12 months? (please specify)" Therefore, the low
percentage of respondents who are classified as using social support as a type of mental
health treatment are not necessarily as accurate as those who reported the use of religious
support. Additionally, although the K6 screening scale for serious psychological distress
is recognized as a valid measure of clinically significant psychological distress, it should
be noted that serious psychological distress is not a formal diagnosis of a mental disorder,
but an assessment of the extent of an Axis IV disorder— the "psychosocial and

environmental factors contributing to the disorder" (APA 2000). It should also be noted
that the measure of health insurance coverage included in the NSDUH is limited in that it
does not take into account whether or not mental health services are covered.

As the use of mental health treatment is measured by the respondents' reported
use of the treatment one or more times in the past year, this prevents differentiation
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between those who may have only sought treatment once and those who receive more
adequate treatment. Directly related to this, respondents self indentified the use of CAM
as a type of "mental health treatment," but this is not to say it is as effective as
conventional mental health treatment or a even a type of "treatment" at all (versus a type

of social support)—an assessment of its effectiveness is beyond the aims of this thesis. It
is also important to acknowledge that cultural differences may have affected the
respondents' interpretation of their symptoms and hence, their responses to the K6
serious psychological distress screening scale and what they classify as a type of mental
health treatment. This is particularly relevant when considering whether or not the
respondent classified talking to a friend or family member or spiritual or religious advisor
as a type of mental health treatment.

Finally, it is important to note that due to issues of multi-colinearity with the
dependent variables, adjusting for involuntary treatment was only possible in the
treatment sample and this should be kept in mind when considering all analysis of the full
sample. Additionally, as the NSDUH is only representative of the noninstitutionalized
U.S. population, this means those who were incarcerated or seeking inpatient mental
health treatment at the time the survey was administrated were excluded and this may
bias the findings. Regardless, the benefits of using the NSDUH greatly outweigh these
limitations since no other large scale, nationally representative data exists that contains as
extensive information regarding conventional and unconventional mental health
treatment.
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VIH. Conclusion

Although this much needed preliminary analysis reveals that the use of informal
CAM does not decrease the racial disparity in mental health treatment seeking behavior,
it is still an important contribution to the current body of literature. No other research to
date directly examines this issue using a similarly inclusive definition of mental health
treatment that incorporates both conventional and unconventional treatment and
differentiates between formal and informal CAM. Hence, the present study has the

potential to serve as a starting point for future research, providing a new approach and
theoretical framework to this issue. Although this research found that the use of informal

CAM by blacks does not account for the black-white disparity in treatment seeking
behavior, it did find that among those who seek treatment, blacks are over twice as likely
to seek informal CAM as a type of mental health treatment. Future research should
continue to examine a broader range of mental health treatments to allow for a more
accurate assessment of racial differences in treatment seeking behavior. It should also

evaluate whether seeking these unconventional types of mental health treatment are
effective for all levels of psychological distress and different types of mental illness.
Furthermore, additional research should examine not only why blacks who seek treatment

are more likely to use informal CAM, but how this knowledge can be applied to
overcoming cultural barriers that discourage blacks from seeking conventional treatment
when they could benefit from such treatment. In particular, qualitative interviews of
respondents who use these types of unconventional mental health treatments would be a
helpful next step in revealing how, why, and when participants access these types of
treatments and how their use varies among blacks and whites. Finally, future research
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should examine the similarities and differences between blacks' decreased likelihood of

using both legally prescribed psychotropic medications and illegal substances and how a
juxtaposition of these two trends may help to understand blacks' underutilization of
mental health treatment. Hence, this thesis is a first step in addressing how mental health
treatment might eventually become equally accessible and appealing to everyone in need
of it.
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